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Discussion of Galvanism 


By J. U. GIESY, M.D., Salt Lake City, Utah 


g the galvanic current, — tissue reactions which Its application 
we should under may be expected to evoke, 

t is indeed the “parent” 
h practically all 

we derived 


Roughly speaking, the body is a 
sack of chemicals in an aqueous sus- 
pension—hence an electrolyte, lhe 
galvanic current has the ability to 
break down these body chemicals into 
current — their constituent elements Through 
nowadays because of this action we obtain 
definite chemical 
1 low’ is 
irrent 


gh chemical 
is still the 


} means effects whenever it 
employed 
Let us then list briefly the known 
recognized characteristics of the 
o poles 
Che positive pole is vaso-constric 
It contracts the blood vessels 
hence narrows the circulatory 
Chrough this action it inhibits 
hage and subsides inflamma- 
d because of the latter action 
pain from an inflammatory 
In addition it has a toning 
the tissues to which it is ap 
dehydrating in its effeer 
resulting tendency to reduce 
exudates, It produces an acid 
in the tissues surrounding 
le and in sufficient concentra 
vill destroy tissue, leaving be- 
hind it a dry eschar of the acid type. 
It repels or drives away from itself 
certain chemical substances, such as 
metals and alkaloids. It is this latter 
ction, through which it is possible 
for this current actually to introduce 
these chemicals into the tissues, 
which is today denominated ioniza 
tion—a procedure for which the gal- 
vanic current is and may well be ex 
tensively employed. 
\s for the negative pole, its action 
is directly opposite \ctually the 
polarity a 


; two poles are complete antagonists. 
‘fined as 


stic of the 


Consequently in employing the nega 
tive pole, we may expect it to widen 
Pig ihs ses the blood stream by acting as a vaso- 

current in an dilator, hence to increase blood flow 

1 well-grounded to a part, increase hemorrhage and 

the individual polar drainage and_ inflammation, and ins 
together with the bio-chemic crease pain of an inflammatory type. 
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stance the technic, the pole of choice 
for treatment or possibly both. 


In the menorrhagias and metor- 
rhagias, the positive pole should be 
tried. Naturally you as physicians 
will consider the patient's general 
condition. But with that understood 
the response of these two 2roups of 
cases to local use of the positive pole 
inside the uterus will be both gratify- 


ing and surprising 


In fibroids of not too long standing 


or major size the same pole applies, 
Dozens of these cases will respond to 
intra-uterine positive galvanism with 

ssior the tumor-mass, a ces 


ind a restoration 
thus saving the 
f surgical inter- 
er anatomy in- 


ts, the ma- 

to loss of tis- 

r its supports 

e polethrough 
firm the tissues 
er selection and 
the organ to po- 
ch other factors 
t the result. In 








his true also and 
end upon positive gal- 
er rapid and excellent 


esults. Again let me stress the need 
the patient’s general condi- 





rvised 


Still in the field of the female 
pelvis, let us look at the line of at- 
tack in inflammatory processes in 
which the acute stage is passed. Here 
we have actual or early fibrosis. Old 
cellulitis, old salpingitis cases for 
example may be successfully at- 
tacked. Here the negative pole is to 
be selected in order to bring about a 
softening of the tissues with an ab- 
sorption of old inflammatory prod- 
ucts and a renewed tissue flexibility 
with symptomatic relief. 

















Turning to the male urethra, stric- 
ture may be attacked by the follow= 
ing technic. With an olive tipped 


male electrode and the negative pole 
























the one of choice, the patient is 
pon a large positive pad elec 
ed beneath his hips, and the 
ul electrode is threaded down 
the urethra till contact with the con- 
larea is made. The current 





ced 
























et 1 milliamperes, according to 

e t's tolerance, is now turned 

ttle force is used. Merely 

¢ gh to keep the olive tip in con 

should be employed. By de 
grees st 1ing effect of the ne: 

: s uced by an electro 

nd y will feel the elec- 

e. When the stricture 

s bee by the first up 

es P ve is selected and 
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€ with a 

ri rent for from 
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pole should be 


we employ a 





1 wrapped with a 
cotton, dipped in 





the zir olution and threaded well 
into the ethmoid zone. These 
CASE which so frequently result in 





n inability of the supra-orbital 
tilate themselves can 
leared by this simple 





lone. 








In otitis media of a chronic type, 
with a r red or perforated tym 
panum and where the mastoid is not 






involved, the use of positive pole zine 
lonization will frequently give the 


happiest of results and should cer- 
tainly be tried. 





In intractable abscess cavities and 
sinuses, zine ionization with the posi- 
tive pole will in the larger per cent 
of cases bring about healir Here 
the cavity is filled with the solution, 
the current is carried in through a 
zine tipped electrode and a current of 
from five to fifteen milliamperes is 
used, Dosage is regulated by the 
time multiplied by the milliamperage 
ind not less than seventy milliampere 
minutes should be used. Example: 














Five milliamperes will require four 
teen minutes to give the required dos- 
ige. Ten milliamperes will deliver 
the same dose in half the time or 
seven minutes 

lhe same technic applies to chronic 
where resection has been 





¢ and drainage still persists. Us- 
e sinus of drainage as a portal 


we introduce first the solu- 
| then the tip of our electrode, 
enough to contact the solu- 

) id not to contact the lung. The 
t lies on a large negative pad 
the other side of his chest and the 
turned on. Actually here 
king advantage of the prin 
ciple of electro-plating and are de 


urrent is 






we are t 


positing zinc ions on and in the 
tissues of the abscess wall to bring 
1 destruction of both the in- 
gent and a breakdown of the 
pyogenic surface with a resulting 
healing 





In post traumatic injury to both 
nerve and muscle the galvanic cur- 
rent finds another field of use. Noth- 
ing will do more to tone up both 
these tissues, and lift them from a 
subnormal to an improved function 
than this current properly used. As 
to a choice of pole, a question here 
arises, but T feel that it may be de 
cided largely by consideration of 
the tissues involved, In other words 
if we wish to bring about a regene: 
tion of nerve tissue, or stimulate the 
function of nerve tissue it is best to 
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makes little dif 
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dint of contact 
fault it 
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is the entire 

sweep of the 
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is the activat 

interrupted current 

cause the muscle 


effect desired 


quently give surprisingly good re- 
sults. 

I have purposely sought in this dis- 
cussion to refrain from any fulsome 
claims. But [am speaking from an 
experience of over twenty - seven 
years in such claims as | have made, 
Chere are many other applications of 
this current on which I have not even 
tried to touch 
its use 


Once accustomed to 
will find its availability 
more multiplied. In the 


one 
more and 
rapid healing of fissures of the anus 
without operation or any other 
means than the use of a slender bit of 
holder and laid 
fissure until the 
has had time to 
en the lls and bottom of the 
1 striking demon- 
its minor applica- 
inot refrain 
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inc clamped into a 
the depths of the 
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their quality 
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if you use your 


e to show your 
then use your knowledge of 
nic current to supply that 
here it the indicated 


remedial measure; then I can promise 


ed, v 


from a long and_ successful 


demonstration in my 
ment of it, that both 


own employ 


you and your 


patient will be pleased. The proof of 
the pudding is in the eating. It is 


the END RESULT that counts. 
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The Treatment of Hemorrhoids by Galvanism 






By Frederick Harvey, B.Sc., Ph.G., M.D., F.A.C.S., Chicago, Ill. 


T= galvanic treatment of hemorrhoids’ is 
not new, having first been used in 1867. In 
1892 Dr. Baker read a paper, “The Treatment 
of Hemorrhoids by Electricity.” Since that 
time it has been used by many doctors and 
the technic greatly improved. 

Hemorrhoids are to be found in all climates, 
in all lines of occupation, in both sexes and 
in all ages, although they are more prevalent 
in the late twenties and upward. The word 
“hemorrhoid” is derived from a Greek word 
meaning “flow of blood.” The word “pile” 
mes from the Latin “pils,” meaning “ball.” 
in making a success of any undertaking, 
it is essential that the operator pay special 
attention to the fine details; that e must 


























know the normal anatomy of the rectum and 
a thor 





anus, take a complete history, make 
ough examination, and gi areful 
to the equipment and minute details of 
treatment. 

Haynes reports that, in 186 
microscopical observations of the 
animal structures due to the 
tion of the neg: g 
found that the tissues were 
tracted and that there was neither 
tion, suppuration nor sloughing. 
etrrent was applied to the blood \ 
ged into solid strings, due 
i of the blood and deposition of 
mellated fibrin. He concluded that no ani- 
mal tissue can withstand the disintegrating 
effect of the negative pole; that the force and 
rapidity with which disintegration is brought 
about are directly proportional to the strength 
of the current and to the softness and vas- 
cularity of the structures; that the current 
could be safely and successfully applied to 
contract and disintegrate tissue and obliterate 
blood vessels for surgical purposes. 

When applied to hemorrhoids, the negative 
pole produces first a hydrolytic decomposition 
and then a contraction of the tissues. Webb! 
states that electrolytic destruction of the vasa 
vasorum is highly significant. Actual oblitera- 
tion of the thrombosed mass is accomplished 
in one of two ways: it either absorbs, as oc- 
curs in any simple contusion; or, if a large, 
thin-walled hemorrhoid is treated, it ruptures, 
ewusing a discharge of the thrombosed ele- 
ments into the rectum. Following this, there 
ig contraction of the underlying tissue, with 
hemostasis, absence of pain and rapid healing 
of the parts, 

A thorough knowledge of the anatomy of 
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the rectum is necessary to understand the 
etiology, diagnosis and newer treatment of 
hemorrhoids. Figures 1 and 2 are introduced 
to refresh the memory, not to replace the 
textbooks on anatomy. 


Classification 
(Figure 3) 
Hemorrhoids are classified according to their 
point of origin and location. 
1,—The internal hemorrhoid has its point of 
origin internally or above the papillary line, 
is covered with mucous membrane, and has 
its origin from the superior hemorrhoidal 
veins. It is connected with the portal circula- 
tion. 
2.—The external hemorrhoid is covered with 
skin and is located mostly external to the 
external sphincter muscle. 





3—The mixed hemorrhoid is a large in- 
ternal hemorrhoid that extends down past the 
papillary line to the external sphincter and 


has some of the characteristics of both in- 








ternal and external hemorrhoids, 
Internal hemorrhoids 

1—First degree: Do not come external to 
the external sphincter during strain at defeca- 








ion or at any other time. 

2—Second degree (Fig. 4): They are ex- 
pelled partly external to the external sphinc- 
ter during strain at defecation or by walking. 
However, they are easily returned to their 
site of origin. 
3.—Third degree: They are expelled partly 
external to the external sphincter and become 
congested, so that they can not be returned 
by the patient. 








External hemorrhoids 
1—Thrombotic. 
2.Skin tags. 
3.—Varicose. 


Mixed hemorrhoids 

Hemorrhoids that extend from the veins 
above the papillary line to veins overlying 
the external sphincter, including a plexus of 
all three hemorrhoidal veins. 

Examination of the Patient 

A careful history of each patient is very 
important, just as if he came complaining of 
any other illness. He should be given a com- 
plete physical examination, including blood 
examination and urinalysis, which will greatly 













































r in determining the etiologic 
producing the hemorrhoids, and 
er any other illness is present accom- 
rectal pat 
a-complete bowel movement is all 
befi a rectal examination, 
is not been completely 
nema should be given. It is ad 
to wait two or three hours after the 
re attempting ex: 
ients require consid- 
ely expel it. Examina- 
e the rectum is com- 
y cause contamination of 
2, and the operator will 
the structures properly. 
1 examination should be 
dex finger, with a rubber 
glove or fi cot, and plenty of vaseline. 
If the anus tender, Nupercaine ointment 
should be used in place of vaseline. Slowly 
imsert the finger anteriorly and examine for 
enlarged veins, ulcers, carcinoma, polyp, and 
also the condition of the coccyx. Internal 
hemorrhoids cannot always be detected by 
digital examination; in other words, it is nec- 
essary to examine the rectum with a specu- 
Tum in order to determine the presence and 
extent of internal hemorrhoids. It will be 
necessary for the operator to examine many 
formal recturns and many hemorrhoids of 
all types, as well as fissures, fistulae, polyps, 
tags and cases of pruritus ani, before he will 
be able to determine the normal and partic- 
tilarly pathologic conditi 
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instruments 
be unable to se 

A careful di 
made, using the 











Lone. 
examination of the rectum fol- 











the tip of the speculum with vaseline 
insert it very slowly, with steady pressure, 
directly forward for about two inches, after 
which the speculum is directed back toward 
the hollow of the sacrum. Withdraw the ob — 
turator and inspect the rectum for any patho- 
ses of the colon and any sign of inflammation, 
ulceration or cancer. The speculum is then 
partly withdrawn, so that the lower part of 
its hollow extends down to the papillary line, 
If a hemorrhoid is present, it will distend into 
the gap of the speculum, They are usually 
light-blue in color, depending upon their size 
and duration. 

The size can be determined by the degree 




















Fig. 2—The blood supply of the rectum. A portion 
of the anterior wall has been cut away to show the 
rectal columns and the internal hemorrhoidal plexus 
(Eycleshymer and Jones) . 


to which they fill the speculum, many being 
large enough to fill it entirely; medium-sized 
hemorrhoids fill the speculum to a lesser de- 
gree; and small ones protrude into it only 
slightly. To examine other sides of the rec- 
tum, reinsert the obturator to push hemor- 
rhoid out of speculum, turn the speculum 
and withdraw the obturator. If the speculum 
is turned while the hemorrhoid is prolapsed 
in the slot, it is usually painful to the patient 
and sometimes causes the hemorrhoid to 
bleed. 

At times, it may be advisable to have a 
gastro-intestinal x-ray examination—an opaque 
enema with fluoroscopy or x-ray films, Spe 
cial examination of the gallbladder and liver 
and special examination of the pelvic organs, 
in female patients, are sometimes necessary 
in determining the presence of pathol 
conditions in the abdomen, associated with or 
independent of the rectal pathosis. ; 


Equipment 


1A galvanic machine which 
solutely smooth galvanic 
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various types 
se hem- 


treatment in | 

however, the p: 

fort and pain, and will 
high enough mi 

tory results. 

2—A 5x8 inch pad, which should be very 
moist, or poor contact with the patient will 
result. 

3.—A galvanic needle, which comes in three 
sizes, and a handle for it. The needle is in- 
sulated with bakelite and has an insulated 
shoulder one inch long. No part of the needle 
is exposed except the tip, when the needle is 
imserted in the handle. Tips come in %, 75 
and % inch lengths, and the shoulder of the 
needle is especially constructed to hold all 
of the hydrogen gas in the hemorrhoid during 
the treatment, 

4—Rectal speculums, medium and large 
sizes. 

5—One pair of rubber-covered cords. 

6—Light for illumination. 

7.—Tuberculin syringe with extension arm 
and lock, to prevent needle from being pushed 
off while inserting the plunger (Fig. 6). 

_ %—Antiseptic solution and cotton applica- 


discom- 
ale to stand 
e satisfac- 


A. jar of sterile vaseline. 
o examining gloves. 
cards, 


‘for examination and treatment, 


there will be less danger of con 
and infection following treatment. = ‘| 
2.—The patient lies on the table, left hss Z 
down and thighs flexed on the abdomen at 
practically right angles. This position is com- 
fortable and makes it possible for the opera 
tor to obtain a good view of the rectum. 
3.—The pad, well moistened with water, is 
placed well under the buttock, so that there 
will be firm contact on the entire pad. 
4—Insert the speculum slowly, 
5—Withdraw the obturator and have the 
generator running at zero, 








~Shows (A) a large, protruding, internal 

f fi years’ duration, which had to be 

aced two or three times daily for 10 to 12 months 
previous to treatment; (C) External tags. 


6—Locate the hemorrhoid to be treated, 
cleansing it with a small amount of antiseptic 
solution on a cotton applicator. Insert the 
needle just internal to the papillary line; as 
this location has few sensory nerves, it should 
not be painful to the’ patient. 

The needle should be inserted superficially, 
1/16 of an inch beneath the mucous mem- 
brane, with the point of the needle in the 
same plane as the speculum. Hold the needle 
firmly, with its hilt pressing against the mu- 
cous membrane, in order to hold all the hy- 
drogen gas in the hemorrhoid during treat- 
ment. The needle point must not perforate 
the opposite side of point of entrance, for if 
it does so the hydrogen will escape. 

After inserting the needle, and with the 
generator running, advance the current 
slowly; in one minute it should reach 12 to 15 
milliamperes. If the current is not advanced 
slowly and turned back slowly, i 
while turning back the last three or four mil- 
liamperes, it will produce discomfort to the 
patient, Do not allow the needle 
speculum during the treatment, If a 
burning or sticking sensation is 
the direction of the n 
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treatment, for there must have been some 
error in inserting the needle. 

After the needle has been inserted properly, 
and there is no pain or discomfort to the 
patient, advance the current slowly and con- 
tinue the treatment for from five to ten min- 
utes, when a color change will take place in 
the hemorrhoid. At first a light-colored bub- 
ble of hydrogen will appear around the hilt 
of the needle, after which the hemorrhoid 
will turn dark-blue. The treatment is termin- 
ated at this point by slowly turning the cur- 
rent back to zero, and the needle is 
withdrawn. If the hemorrhoid is large, an- 
other treatment may be given without with- 
drawing the speculum. 

Before treating very nervous Patients, in- 
troduce the gloved finger, covered with Nu- 

ointment 1 percent, into the rectum, 
dilating the internal and external 
after the speculum is inserted, 


there b 
siderable bleeding upon w 
needle, After injection of oc 
hemorrhoid needle is quickly inser 
same 0} 






pening to prevent any oozing of blood 

which may follow the injection. The injec- 

tion will cause the hemorrhoid to become 

temporarily larger, but it shortens the time 

of treatment and is more effective, because 

of the increased amount of fluid in the hemor- 

rhoid. 
Protruding internal hemorrhoids are treated 

while protruding as often as possible. After 

straining them out at toilet, the patient lies 
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Fig. 6.—Shows a 1 cc, tuberculin syringe with 25- 
gage needle inserted in a three-inch extension arm 
with a lock to prevent the dle from being forced 


off during injection of Novocain solution, 











Fig. 7.—(A) Needle holder being held by operator 


with needle terior hemorrhoids; 4 
(C) Hemorrhoids on left side; (D) Hemorrhoids on “Gy 
right side; (£2) External rim; (IF) Indifferent electrode 
under patient. B, C and D show the color reaction ' 
which takes place immediately following treatment. 


n position; ( 










on the table and the hemorrhoids are treated 
(Fig. 7). 

External hemorrhoids cannot be treated by 
negative galvanism, on account of the ex- 
tremely sensitive nerve supply, which would 
make the treatment very painful. 

Following treatment, the hemorrhoids 
reinserted into the rectum by gentle but 
pressure by the gloved fingers h 
ator, while the patient is still 1; 
table. Instructions are giv 
to keep the hemorrhoids 








js remarkable that the cure of internal 
sshoids frequently causes the disappear- 
ce of constipation, backache, shoulder 

abdominal pains, nervousness and 









Postoperative Treatment 
‘The patient is instructed to have no bowel 

ments for several hours after treatment. 
Patients have had bowel movements within a 
‘few hours after treatment with no bad re- 
sults, but the straining at defecation, the 
extra congestion and trauma of the mucous 
membrane of the rectum and hemorrhoidal 
tissue may produce bleeding, pain, possible 
fnfection, and other conditions which would 
be detrimental in the healing and repair of 
treated tissue. Though the field is sterile 
during treatment, if the needle point is in- 
Serted too deeply com to the point of 
entrance, infection p le from the colon 
bacilli which ar : n the colon. 
Careful attention to th ts is neces- 
sary for success 

For patients who have w 
Or are constipated, I recomm 
once or twice daily, so that 
easily passed, Evacuation at regular hours is 
Mecessary. I advise an average of three to 
four days between treatments; and the num- 
ber of treatments required varies from 7 to 10. 

For patients who suffer from much pain 
and distress, I prescribe Nupercaine ointment, 
to be applied to the rectum after each defeca- 
tion. Hemorrhoids which come out while the 
Patient is at work or at stool should be re- 
inserted immediately. If possible, the patient 
) should lie down for a few minutes following 

Féinsertion, so that the mass will not again 
be expelled. 

A comparison of the negative galvanism and 
injection methods may be summed up as 
follows: 




































































Negative Galvanism Method 
_1—No recurrence of hemorrhoids reported. 


work, 

3.—Negative galvanism is not painful, 

4.—Negative galvanism does not ordinarily 
require anesthesia. 

5.—Negative galvanism is not followed by 
hemorrhage. 

6—Negative galvanism is not followed by 
excessive scar tissue and, therefore, does 
not produce partial or complete stricture. 

7.—Negative galvanism is not followed by 
paralysis of the sphincter and incontinence. 

8.—Recurrence is less likely after negative 
galvanism, 

9.—Not one death reported following nega- 
tive galvanism. 










Case Reports 

Case No, 1; Mr. W. R. M.; Age, 35; Sales- 
man, 

Symptoms: Bleeding, protruding hemor- 

rhoids for the past 15 years. Pain, bleeding 
and protrusion at each defecation. Hemor- 
rhoids easily reduced, but protruded again 
shortly after being reinserted. Patient was 
first seen in 1930 and was unable to work on 
account of pain and discomfort. Only tem- 
porary improvement resulted from injection 
treatment. 
Examination: Three large internal hemor- 
rhoids, dark/blue in color, each hemorrhoid 
being % inch in diameter and covered by 
mucous membrane. Rim was distended and 
hemorrhoids protruded easily. 

Diagnosis: Three large, bleeding, internal, 
protruding hemorrhoids, 

Treatment: Ten negative galvanism treat- 
ments given at weekly intervals. 

Results: Bleeding ceased and hemorrhoids 
did not again protrude after the second treat- 
ment. Complete relief from pain and discom- 
fort. Further examinations in 1932 and 1934. 
revealed no sign of hemorrhoids and no ci- 
catricial tissue. 

Case No. 2: Mr. A. J. D.; Age, 68; Salesman. 

Symptoms: Patient came in on February 26, 
1934, stating that for the past 40 years he has 
been troubled with painful, bleeding, protrud- 
ing internal hemorrhoids. Duri the last 6 
years, the hemorrhoids rotrude e to four 
times daily, Replacing Macnee requires 
tes’ time and is by 






















on table. Patient had severe pain and much 
bleeding while hemorrhoids protruded, 
Diagnosis: Four second<degree, bleeding, 
protruding internal hemorrhoid: 
Treatment: Eleven negative galvanism treat 
were given at three-day intervals dur- 
ry and March, 193 
I The pa t was completely re 
lieved of bleeding, pain and protrusion after 
he fo: ment. Examination in March, 
complete absence of internal 
md there was no cicatricial 


































ge, 51; House- 


ient came in complain- 
rrhoids, accompanied by 
She had 


method, It is painless, does not require hos 
pitalization and the patient is able to carry 
on with his work, 

3.-The hemorrhoid needle must be held 
steady throughout treatment, 

4.—-The generator must be turned on and 
off very slowly, 

5.—After two or three treatments, many 
patients state that they feel 75 percent better 
than before treatments were started, 

6.—The technic has been perfected to such 
extent that now many cases are cured which 
formerly would have required extensive op- 
erations, with hospitalization for weeks. 

7.1 recommend negative galvanism be- 
cause of the probability of complete cure, with 
practically no discomfort. 

















8.—I stress the importance of a thorough 
examination of the patient before treatment is 
begun. 

9.—A thorough examination of the patient 
not followed b; treatment at the 
ne of his first visit. The first treatment can 
na day two later. 
xplain to the patient, carefully and 

the procedure and how little dis- 
fort he will experience: 


is usually 
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Hemorrhoids being affections most  fre- 
quently seen by general practifioners, a meth- 
od of treatment which in selected cases i 
simple, free from risks, and ideally cur 
merits earnest consideration. It is generally 
ded that surgical removal of any kind 
not been satisfactory in many in 
to say nothing of the need of anesthesia, hos- 
pitalization, after care, and the like.’ It is 
partly due to these undesired methods of treat- 
ment and partly to the failure of the medical 
profession to avail themselves of simpler and 


less dis 


driven to seek so-called bloodless cures by it 
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the medical curricula ha 
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adhered to the purely surgic 
and have ignored certain advan 


ot lack 
that 


apy 











occasionally even well 






cedures have 







i vatic absce 
mfections. 
ing systemic conditions 
certain 
gery of some sort is absolutely indicated. But 
in the majority of instances I have found a 
method which is simple and yet highly effec- 
tive. The patient's inalienable right to choose 
a less radical procedure is sufficient reason for 
inviting attention to the proper use of the neg- 
ative galvanic current as an ideal method for 
obliteration of certain forms of hemorrhoids. 


Rationale of the Negative Galvanic Method 


Contrary to common belief, this method is not 
new,™ it being first employed in 1867. Noth- 
ing worthy of note was heard of it until 1892, 
when Baker presented a “Treatment of Hem- 
' by Electricity.” Baker's work in- 
ire! its adoption in certain localities, but 
many failures duc to defective technic and un- 

arity of its chemical action mitigated 





rms of hemorrhoids for 











OBLITERATION OF HEMORRHOIDS WITH NEGATIVE ~ 
GALVANISM * 


WILBUR E. KEESEY, M.D. 


ments into 


CHICAGO 


against it. In the past decade successful tech- 
nic has been developed. Chemical changes 
which take place in the tissues are now bet- 
ter understood. Although the exact colloidal 
reactions are yet to be discovered, research 
work leads me to believe that we are at the 
threshold of a thorough appreciation of the 
microchemical and physiological actions in- 
volved in the treatment. Sufficient experience 
has been gained to ju: fication of 
the obliteration of hemorrhoids by negative 
galvanism as a scientific method of treatment 

















in the nature of a chemical reaction. 
Haynes” reports that in 1866, Althaus made 

microscopical observations of the changes in 

inimal structures due to the electrolytic action 


negative galvanic needle, He found that 
were markedly contracted, and that 
neither inflammation, suppuration, 
vughing. When the current was applied 
blood vessels they became changed into 
solid strings due to disintegration of the blood 
and deposition of lamellated fibrin. He con- 
cluded that no animal tissue can withstand the 
disintegrating effect of the negative pole; that 
the force and rapidity with which disintegra- 
tion is brought about are directly proportional 
to the strength of current and to the softness 
and yascularity of the structures; and that the 
current could be safely and successfully ap- 
plied to contract and disintegrate tissue, and 
obliterate blood vessels for surgical purposes. 
When applied to hemorrhoids, the negative 
pole produces first a hydrolytic decomposition 
and then a contraction of the tissues. Webb) 
states that electrolytic destruction of the vasa 
vasorum is highly significant. Actual obliter- 
ation of the thrombosed mass is accomplished 
in one of two ways: It either absorbs as oc~ 
curs in any simple contusion; or, E ; 
thin walled hemorrhoid is treated, 
causing a discharge of the t 
the rectum, Fol 
f the unde 

























Advantages of the Negative Galvanic 
Method 


he advantages of this method are its sim- 
plicity, safety, and apparent permanency of 
cure. It is a procedure requiring neither 
sthesia nor hospitalization 
orabl 


n- 
There are no un 
Th my own work I have 
a severe complication in over 700 
eatments, Actual hemorrhage has 
encountered, although patients com- 





sequelae. 











only report the loss of a few drops of blood 
at stool following each galvanic application 
) date there have been no cases of rectal 


metastatic abscess. Webb's e 
electrolysis justified his belief 
The 


esupposes special but simple tech- 






s no danger from embolism 











E Ane of cure is due to complete ob- 
n ¢ he entire vein trom 1 point of 
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Internal and mixed hemorrhoids in one 










form other make up 90 per cent of cases 
coming to atment, because they are the 
most oortant clinically, It is in these types 


that ve galvanism is highly effective 
True internal hemorrhoidal tissue being prac 


tically devoid of sensory nerves, obliteration 





of these tumors with negative galvanism js e 
painless procedure 
Equipment 
The principal appliances needed for this 
type of operation are; 
1, A galvanic generator producing a per- 


fectly smooth current 











2. A large, dispersive, indifferent electrode, 
4x8 inches in size. 

3. Large, medium, and small sized Brink- 
erhoff specula 





+. A convenient operating table. 
Specially constructed rectal needle elec- 






trodes with short, medium, and long tips. 
The active needle electrode is a most im- 
portant factor, because it must deliver the 





current to the interior of the hemorrhoid while 
rogen from the tis 
vility of the operative 
t of electrodes 


ted as to prevent past de 








preventing escape 
sue, and allow cle 
field. I 
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ects in 





ts of a hard 
d, and three 
, with points 
sixteenths 








ortion of each 
1 three-fourths inches 
ighth inch in diame- 
manipulation and 
ative field. As 
ff speculum is 
shaft of the above 
| for unobstructed man- 
d portion of hard 
d at the base of the needle 
yrevent escape of hydrogen 
gas. A chuck in the needle handle steadies 
the needle securely, assuring perfect conduc- 
tivity of the current 

The average case needs no other preopera- 
tive measure than evacuation of the bowels 
and a preparatory cleansing enema. A large, 
prolapsed, irreducible hemorrhoid may neces- 
sitate a preliminary divulsion of the sphincter. 
In cases of mixed hemorrhoids with external 
thrombi, the clots should first be emptied. It 
hardly needs mention that any etiologic fac- 
tors responsible for the development of hem- 
orrhoids should receive proper attention. 

Technic for Internal Non-Protruding 

Hemorrhoids 













4 manner to 








The patient is placed on the table on his 
left side in Sims’ position. The dispersive 
electrode, having been thoroughly moistened, is 
connected to the positive pole and placed un- 
















der the patient's left thigh. The needle in the 
isuated hardie is connected to the negative 
pole. The speculum is gently inserted to its 
full length, well above Hilton’s line, and the 
slide withdrawn until the uppermost hemor- 
rhoid comes into view. Slight rotation of the 
speculum while the patient strains will expose 
the entire hemorrhoid. The needle electrode 
i is now inserted into the tumor. As before 
b stated, true hemorrhoidal tissue has no sen- 
sory nerves, which fact enables the painless 
insertion of the needle. Genuine hemorrhoid 
’ tissue is most often characterized by the bril- 
liant red color of the submucous tissue ap- 
pearing through a break or erosion in the 
mucous membrane, but if the mucous mem- 
brane is intact the tumor will have a dark 
violacious appearance. The needle should be 
inserted wherever the bright red submucous 
tissue is observed. Normal mucous membrane 
is characterized by its pale, pink, translucent 
appearance and should never be touched with 
the electrode. The needle is inserted in the 
uppermost portion « 10id, in the 
longituc 
slight a 
should 




























ye made 






ze of h 
€ oppo: 
pain and possible s 





hing of the muscularis 
Or mucosa, 

From the standpoint of pain and end re 
sults a successful treatment demands that the 
needle point be in the lumen of the vein. The 
patient is our best guide, for if he complains 
of burning pain the technic is improper. Anes- 
‘thesia should be avoided in all cases, because 
it deprives us of this index. The current is 
now turned on very gradually, two to three 
minutes being required to bring the current up 
to 10 or 15 milliamperes, according to the tol- 
erance of the patient. If in the opinion of 
the operator proper insertion has been made 
and there is burning pain, the needle point 
should be shifted to another angle while in 
the tissue. Should pain persist following such 
4 manipulation, the current should be shut off 
and the needle reinserted into a new place. 
Tt should always be inserted before the cur- 
rent is turned on, and upon termination of 
t be slowly 










ay 


tinued until a ch: “color 
tissue. At first, light colored bu 
under the mucosa which later changes into a 
dark red, and in some instances nearly black, 
color. Treatment is terminated at this point, 
the whole procedure lasting 10 to 12 minutes, 
The current is slowly turned off and the 
needle withdrawn, 

lf the tumor is large, one or two other in- 
sertions are made one-fourth to one-half 
inches away from the first and the process is 
repeated. However, in all punctures subse- 
quent to the first, the current is continued 
for only five minutes, because discoloration 
appears much sooner. The evidence of suc- 
cessful treatment is complete discoloration of 
the entire hemorrhoidal mass, the number of 
insertions required for each tumor depending 
on its size. Not more than one hemorrhoid is 
treated at a seance to avoid nervousness or 
fatigue of the patient. Treatments are given 
every third day, the average case requiring 
about six treatments for complete obliteration 
of all hemorrhoids. 
Transitory nervousness and excitement may 
controlled by general conversation during 
xtment. Complaint of burning pain is sig- 
ant, but other sensations are due to pres- 
sure and require no attention. 

Technic for Internal Protruding 
Hemorrhoids 

Internal protruding hemorrhoids are treated 
while prolapsed, wherever possible, without 
the aid of a speculum. If the hemorrhoid 
cannot be reduced, a divulsion of the sphincter 
should first be attempted, Easily reduced hem- 
orrhoids often do not protrude at a seance 
and should be forced out. For this purpose 
an enema may be given and the patient in- 
structed to strain while evacuating. If this 
fails, the speculum should be inserted, the 
slide withdrawn, and the hemorrhoid. crowded 
into the groove. The speculum is then with- 
drawn and the mass everted. Only the one 
hemorrhoid selected for treatment is everted 
and all others are replaced within the rectum. 
to insure comfort. In this type of hemor: 
a shorter needle in a 3-inch ap 
ployed. The method of inser 

and current 

























































for a peculiar feeling of fullness for about 
twelve hours following treatment, there is no 
painful reaction. If a thorough treatment has 
been given the individual tumor will retract 
well within the rectum and carry the loose 
redundant folds of perianal integument with 
it Phis dramatic 






result never fails to im 
press the patient who has suffered with pro: 
tuding hemorrhoids for a long period, After 
ull pre ling hemorrhoids have been obli- 
letion of treatment is exactly the 











as that for internal non-protruding hem- 
ds. The speculum is inserted and the 
emotrhoids treated at their origin 


1 the rectum as possible at first, and 
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evels later 
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red with internal ven 
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es place 


tion of the external 


1 definite re 





portion within the rectum where it undergoes 


contraction and obliteration 








Postoperative Treatment 
Following each treatment, a small quantity 
of nupercaine ointment, 1 per cent, is injected 
into the rectum. No other postoperative treat 
ment is necessary, as the after effects are 








negligible. Bleeding, pain, and protrusion usu 
ally cease after the first treatment; all symp- 
toms are promptly relieved. The hemorrhoid 
undergoes a rapid change, the mucosa assum- 
ing a normal condition in one week to ten 
days. If the hemorrhoid is then not com- 






pletely obliterated, insufficient current has been 
hued: In such a case a second treatment of 
shorter duration should be given. At no time 
does the patient have to be recumbent, 
Progress and termination of a case is de 
termined by the speculum. Tumors readily 
force their way through the window at Pe 
ginning of treatment, but when terminated the 
slide may be withdrawn to the papillary line 
and the instrument rotated in a complete e 
cle without the usual bulging appearing in the 











window 

Existing complications are best treated pre- 
perirectal ab- 
fistulae should be eradicated first 
\ markedly contracted sphincter is divulsed 


operatively. Fissures, ulcers, 


seesses, o1 








given, because it will 
benefit small internal hemorrhoids and hasten 
actual obliteration of the treated tumors, 
only associated with 
should not be treated first if they 


y manifestation 


before any treatment is 
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Comparison With Operative Methods 

ww 1 ve advantages of 
ated 
it never causes 
omfort to the 
1 is not pain- 
Ss postoperative 
jemand nar- 
the seven- 
use severe 
ed with negative 
t with surgery. 

I ige following negative galvan- 
a er occurs, while surgical removal, as 
emphasized by Drueck™, not infrequently is 
followed by extensive postoperative hemor- 
rhage, requiring heroic measures for control. 
1, Infection following negative galyanism, 





. The method itself is 


I have never seen an infec- 
= number of treated both 
in private practice and at Cook County Hos- 
pital, Chicago, Infection following surgery is 
ible and may become serious due 
to the venous relationship of the rectum to the 
portal system. 

5. Sequelae and complications following 
negative galvanism have not been observed. 
Surgical removal frequently causes vesico- 
spasm with retention of urine, stricture of the 
rectum with anal stenosis, fistulae, fissure, ab= 
scess, and incontinence of feces, 


if ever, takes place 





self-sterilizing. 
tion in a lars 
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n) oF rectal tis. 
t with negative 
for 10 minutes. ity. of 


mplete destruction of five tixstre 
Observe contrast with normal tissue 
section shown at left, 


Microphotograph (high magnifies 
en 12 hours after tre 





6. Mortality following negative galvanism 
has never been reported, while surgical fatali- 
tie fre um primary hemorrhage, fulminating in- 

ections, and bronchopneumonia, are matters 
of record 





ttter negative galvanism 


be ‘ver are, not one having been ob 











ity and 
fort “With 
icult accessibility to the 
in the plexus tends to- 
removal, and, even if the tu 
mor is completely removed, there is usually a 
sacrifice of much normal tissue causing ex- 
cessive scar formation and a potential stric- 
ture. 

&. There is no loss of time to the patient 
with negative galvanism, it being an ambulant 
office procedure — a self-evident economic ad- 
vantage. The same applies to avoidance of 
expense incident to hospitalization for surgery. 
9. With negative galvanism there is no 
for restriction of diet, before, during, 





tonicity ion 
surgical met 
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ward incomplete 

















tion) of rectal 
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ine 
«of nuelel Note thicken: 
and also of the intramusct> 
Presents a smooth ap: 
Observe normal tissue section at left. 


because of its destructive principle and need 
for anesthesia. Tt has never been widely in 
vogue. Ronneaux™ states that when local 
anesthesia is employed there is danger of ede- 
ma due to the action of the heat production 
on the excessive fluid of the tissues which 
causes undesirable postoperative pain and con- 
stant danger of hemorrhage. This procedure 
must be considered comparable to orthodox 
gical removal with all its disadvantages. 
gh danger of metastatic abscess may be 
ssened as compared with classic surgery, this 
ivantage is offset by the possibility of ede- 
ua, painful postoperative reaction, sloughing, 
and hemorrhage. As compared with negative 
galvanism we must conclude therefore that 
clectrocoagulation possesses most of the dis- 
advantages of surgical hemorrhoidectomy, 


Comparison With Injection Methods 








The injection method presents such confliet- 
ing ideas regarding technic, solutions, dosage, 
and end results, that there is a lack of stand- 
ardization. It therefore becomes difficult of 
comparison with either negative galvanism or 
operative methods. The rationale of the in- 
jection method is based on an inflammatory 
sclerosing reaction. Anderson“ observed 
microscopically that all changes followin 
jection of 10 per cent phenol 
effort of the tissues to 
virtue of this action. 

: d sc 


















ph (medium magnification) of rectal 

tissue of dog taken hours after injection of 4 ¢.¢. 0! 

5 per cent phenolized cells, Ohserve normal tisste section 
at Teft. 


Fig, 3. _ Microphotog: 









pearance. If insufficient solution is injected 
to produce this sclerosing effect, hemorrhoids 
fail to total obliteration. If not completely 
obliterated, they will return as they do fol- 
lowing incomplete surgical removal. Thus, re- 
currence is not unusual and I have frequently 
treated cases successfully with negative gal- 
vanism which had been injected one or more 
times futilely. The negative galvanic current 
does not produce such an inflammatory scler 
osing effect because the chemical action is 
the liquid content of the mass instead of th 
tumor wall, and its one great advantag: 

all other methods is the resultant nor: 
siliency of the mucous membrane aft 
literation. 

Sequelae and complications following inj 
tion treatment are of frequent record. Spen 
cer reported a fatality and presented sufi 
cient necropsy findings to justify his statement 
that injection of sclerosing fluids markedly 
reduces tissue resistance. Hawkins‘) demon 
strated the danger of infection and abscess 
formation from phenol injection and found 
that it frequently causes fistula. Kilbourne” 
in 1934, made an exhaustive international sur- 
vey of cases treated with operative and in- 
jection methods, Reports were obtained from 
293 proctologists. Out of 26,262 cases treated 
with the injection method the following un- 
favorable results were reported: Severe 
sloughing, 285; serious hemorrhage, 73; se- 
vere stricture, 6. At the termination of a 
three-year observation period there were 966 
recurrences in 9,691 cases injected. These re- 
‘sults hardly differ from those reported by An- 

: years ago when the injection 
















ig. 4. _Microphotograph (medium magnification) of rectal 
isstie of dog taken 12 hours after injection of 14 ¢. c. 0 
4 per cent phenolized oil. Note marked sclerosis of mus- 
cularis mucosa, contraction of Goblet cells and marked con- 
traction of surface membrane. Observe normal tissue section 
shown at left. 













































TABLE 1 
Comparison of Past and Present Results of Hemorrhoid 
injection 
KILBOURNE 

Severe sloughing . 0, 1.06% ‘Today, 1.00% 
Severe hemorrhage 1S ago, ‘oday, 27% 
Anal stricture ‘50 years ago, Today, 024 
feats Sian ie oo Tee saa 








That the ideal solution for hemorrhoid in- 
jection has not been found is attested by the 
fact that a well known proctologist who had 
d negative galvanism with highly success- 
is now attempting to produce hy- 
n the hemorrhoid by the injection 
It is obvious that he values: 

ie end results of negative galvanism above 
that of the injection method, but wishes to 
attain such results with the shorter technic of 
In this endeavor T predict that he 
is doomed to failure, for T am certain that 
‘ative galvanism can never have a chemical 
Surely the splendid end results of 
negative galvanism will more than repay the 
operator for the few extra minutes of work. 
Dunne believes that treatment of the future : 
for many rectal conditions will be some form 
of electrotherapy. 
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substitute, 





Limitations of Negative Galvanism 


That external hemorrhoids cannot be treat- 
ed with galvanism has already been stated. 
The comparative length of time required for 
each application has been the subject of ob- 
jectionable comment, Complaint also has 
been made that due to the required time and 
exactness of technic, the procedure was too 
tedious for the operator steadily to support 
the needle, Another difficulty orale by 
operators was their inability to change the set 
ting of the generator while one 



















































fined ta holding the speculum and the other 
the needle, requiring, therefore, the services 
of an assistant. I have overcome both of 
these features by devising a simple accessory, 
the “Needle Guide-Holder.” It consists of a 
small knife-blade joint at the end of a one- 
half inch shank, This shank is inserted into 
a small split stud, fastened to the speculum 
by drilling a hole in the lower handle. Above 
the knife-blade joint and attached to it is a 
small sleeve with a ball-tension joint the cali- 
bre of which is large enough to accommodate 
the needle. In the center of the sleeve is an 
automatic spring which exerts a constant pres- 
sure on the insulated portion of the needle 
and prevents its retraction following insertion. 
At the right is a small screw lever, When 
this is loose the needle is capable of motion 
in any direction, but when tightened it holds 
the needle securely in place. It is then only 
necessary to hold the handle of the speculum 























with one hand, allowing freedom for the 
other to manipulate the generator. This de- 
vice is removable and may | tached to any 
standard size Brinker! eculum to which 
the nec 3 1 fastened. IT have 
found it Vir 
tediousness and 
Report 

A brief report of six typical cases is pre 
sented as illustration hat may be om 
plished : 
© CASE 1—Mr. R. R., aged 40, railway mail clerk 
Symptoms: Bleeding, protrusion, pain, consti 
tion. Protrusion constantly present; reducible 


but appearing again almost immediately. Pain 
of sufficient severity to cause absence from duty. 
Has taken epsom salts every morning for past 
two years, Was advised operation imperative, 
Examination: A large internal protruding hem- 
orrhoid is seen externally, deep red in color and 
about the size of a hazel nut. It is covered with 
mucous membrane and is reducible, Speculum 
examination reveals large internal hemorrhoids 
on all walls. When slide is withdrawn to the 
papillary line, the tumors protrude into the 
groove of the instrument at any point at which 
it is placed. 
Diagnosis: Severe internal protruding hemor- 
Treatment: Eight applications of nega- 
anism were given at three-day intervals. 
is: Bleeding stopped entirely after the 
0 ceased after the second treat- 





Symptoms: 

and occasional s| 
years duration, 
ous treatments, 
Examination: Large internal hemorrhoids ob- 
served through the speculum, Externally no pro- 
trusion but a suggestion of bulging in perianal 
skin opposite both lateral walls. 






ition, 
it bleeding. 
las not been relieved b 













Diagnosis: Internal non-protruding hemor- 
rhoids. 
Treatment: Six applications of negative gal- 


vanism at four-day intervals. Mineral oil nightly. 

Results: Backache and rectal pain markedly 
relieved after the first treatment which gradually 
improved and disappeared after the fourth appli- 


cation. Bowel movements regular after the fifth 
treatment. 
Comment: This case had been treated twice 


previously during a five-year period with the in- 
jection method. No recurrence either for the tu- 
mors or symptoms 22 months after completion 
of course. . 

CASE 3.—Mr. H. G., aged 53, newspaper editor. 
Symptoms: Slight bleeding after defecation. Oc- 
casional dull pain. Severe itching almost con- 







mination: External, negative. 
ely sized hemorrhoids, 
Pruritus ani, secondary to internal, 
non-protruding hemorrhoids. 

i tment: Six negative galvanic applications. 
Bleeding and pain ceased entirely af- 
ter t econd treatment. Itching improved af- 
ter the first and disappeared after the third treat- 


Internally, 


nosis: 


Results: 





“omment: This case had been operated twice 
and treated once with diathermy during a s:ven- 
year period, with incomplete relief. 

CASE 4.—Mrs. N, E., aged 34, honsewife. 
Symptoms: Constant pain, worse after defeca- 
tion, Multiple peri-rectal abscesses for the past 
3 years. Constant rectal discharge and occasional 
bleeding. 

Examination: Connective tissue piles external- 
ly. No protrusion. Bilateral fistula-in-ano, Probe 
inserted to the depth of about one inch, but no 
internal opening was found. Multiple inte sal 
hemorrhoids visible through the speculum. 











Diagnos' Fistula-in-ano, internal, non-pro- 
truding hemorrhoids. 
Treatment: Under general anesthesia, divui- 





sion of the sphincter and dissection of the fistu- 
lous tracts. This was followed in one movth 
by four negative galvanic applications. 

Result: Cure. 

CASE 5—Mr, R J, 
Symptoms: Protrusion 
dition present for past 
has become less severe 

































































peared after second treatm External vari- 
cose portion markedly contracted after the fifth 
and disappeared after the seventh treatment. No 
bleeding after the sccond treatment. 
Conclusions * 

Treatment of hemorrhoids by negative 
galv: m offers a large field for qualified gen- 
eral practitioners. Ninety per cent of all hem- 
orrhoids are amenable to such treatment. 

2. Although surgical treatment is the only 
method for external hemorrhoids, all cases of 
internal and most cases of mixed hemorrhoids 
rated with 












can be permanently and safely obliter 
negative galvanism, without loss of time and 
without painful reaction. 

3. Negative galvanism is an effective and 
painless method of obliteration, the technic of 
Many patients 
which 








which is comparatively simple 
today demand ambulant treatment 
should be accorded by ethical physicians 

5. The negative galvanic treatment of hem 
orrhoids is not new, but its technic has been 
greatly developed on a scientific basi 


6. The superiority of negative gelva 








for internal and mixed hemo: 


on simplicity of technic 
and permanency of cure 
7. Equipment ¢ 








provides a smooth ¢ 





electrodes capable of fles 





guide-holder saves labor 
the need of 

8. No special preoperative « 
ment is required 


needle 








assistance 








tr 
9. Comparison of negative g 
other methods of treatment proves 1 





od of choice because of physiolo: 

sults and absence of serious complication 
10. Advantages of negative 

outwe inconveniences, 

which 

of successful applications 
6203 Broadway. 


galvanism 
gh chief 


s the time involved for each of a series 


its minor 
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